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9Midterm Outcomes of Embolisation of Internal Iliac Artery
Aneurysms
Millon A., Paquet Y., Ben Ahmed S., Pinel G., Rosset E., Lermusiaux P. Eur
J Vasc Endovasc Surg 2013;45:in press.
Objectives: There is no standardised technique for internal iliac artery
aneurysm (IIAA) embolisation and results of long-term prevention of rup-
ture are unknown.
Design: We retrospectively evaluated technical aspects and results of
IIAA embolisation in a multicenter study.
Methods: Aneurysm morphology and embolisation techniques were
reviewed. Aneurysm-related death, rupture, diameter increase, endoleak,
secondary procedure and complication related to the IIA occlusion were
recorded.
Results: Between 2001 and 2011, 53 patients with 57 IIAA were
treated. Mean diameter of IIAA was 41 mm (range: 25–88 mm). Emboli-
sation techniques were distal and proximal occlusion (n  24), proximal
occlusion (n  18) and sac packing (n  15). Cumulative overall survival
rate was 92% at 1 year, 83% at 3 years and 59% at 5 years. No cause of deaths
was related to aneurysm. Aneurysm diameter increased in five patients and
endoleak was observed in 11 patients. One secondary open conversion and
five secondary endovascular procedures were performed for increase of
diameter or proximal endoleak. Two patients experienced a disabling but-
tock claudication.
Conclusions: Embolisation of IIAA is safe in the short- and midterm.
However, endoleak and aneurysm diameter increases are not rare. Yearly
post-procedure computed tomography angiography seems appropriate.
Triple-barrel Graft as a Novel Strategy to Preserve Supra-aortic
Branches in Arch-TEVAR Procedures: Clinical Study and Systematic
Review
Shahverdyan R., Gawenda M., Brunkwall J. Eur J Vasc Endovasc Surg
2013;45:in press.
Objective: To report our early experience with total endovascular
repair of aortic-arch aneurysm using double chimney-grafts and present a
literature overview.
Patients and methods: The double chimney-graft technique was
performed in six male patients with contained ruptured aneurysm, dissecting
aneurysm, pseudoaneurysm, penetrating aortic ulcer and proximal endoleak
after TEVAR. Furthermore, a systematic electronic health database search of
available articles was conducted according to PRISMA Guidelines.
Results: In all cases, all supra-aortic vessels had to be covered with
aortic stent-graft to receive a sufficient landing and sealing zone. Chimney-
grafts were introduced to the ascending aorta slightly deeper than the
thoracic stent-grafts through the cut-down exposure of the common carotid
arteries. We deployed aortic stent-grafts and self-expandable chimney-grafts
simultaneously and successfully. The patient with contained ruptured aneu-
rysm died due to cardiopulmonary failure on day 19, the others survived. We
detected two ‘gutter’ endoleaks. As a result of literature search, 12 articles
met the inclusion criteria. Two articles described the double-chimney tech-
nique.
Conclusions: The use of double chimney-grafts is possible in high-risk
patients where the proximal landing zone of endograft would be in zone 0.
The available data is still limited. The long-term follow-up remains to be
evaluated with the increased number of patients treated.
Palliation of Abdominal Aortic Aneurysms in the Endovascular Era
Western C.E., Carlisle J., McCarthy R.J., Currie I.C. Eur J Vasc Endovasc
Surg 2013;45:in press.
Objectives: To establish outcome of patients with abdominal aortic
aneurysm (AAA) deemed unfit for repair.
Design: Retrospective non-randomised study.
Materials and methods: Identification of males with 5.5 cm or
females with 5.0 cm AAA turned down for elective repair between 01/
01/2006–24/07/2009 from a prospective database. Comorbidities, rea-
sons for non-intervention, aneurysm size, survival, use of CPEX (cardio-
pulmonary exercise) testing and cause of death were analysed. Although
well-established at the time, patients unfit for open operation were not
considered for endovascular repair.
u
iResults: Seventy two patients were unsuitable for AAA repair. Aneu-
ysm size ranged from 5.3 cm to 12 cm. Functional status, comorbidity and
atient preference determined decision to palliate. Sixty percent of patients
ere alive at study close. Aneurysm rupture was cause of death in 46%. CPEX
esting was performed in 54%, whose mortality was 28%, vs. 54% in the
on-CPEX group (P  0.05). Median survival of patients with 5.1–6.0 cm
AA was 44 months and 11% died of rupture. Between 6.1 and 7.0 cm
edian survival was 26 months and 20% died of rupture. However, with
7 cm aneurysms, survival was 6 months and 43% ruptured.
Conclusion: Under half the deaths in our comorbid cohort were due
o rupture. However, decision to palliate may be revisited as risk-benefit ratio
hanges with aneurysm expansion.
nvestigations of a Thermosensitive Gel to Temporarily Occlude Crural
rteries in Femoro-distal Bypass Surgery
ecrouy-Duruz V., Dubuis C., Déglise S., Corpataux J.-M., Saucy F. Eur J
asc Endovasc Surg 2013;45:in press.
Objectives: Long occlusions in calcified crural arteries are a major
ause of endovascular technical failure in patients with critical limb isch-
emia. Therefore, distal bypasses are mainly performed in patients with
eavily calcified arteries and with consequently delicate clamping. A new
everse thermosensitive polymer (RTP) is an alternative option to occlude
arget vessels. The aim of the study is to report our technical experience with
TP and to assess its safety and efficiency to temporarily occlude small
alcified arteries during anastomosis time.
Methods: Between July 2010 and December 2011, we used RTP to
cclude crural arteries in 20 consecutive patients with 20 venous distal
ypasses. We recorded several operative parameters, such as volume of
njected RTP, duration of occlusion and anastomotic time. Quality of
cclusion was subjectively evaluated. Routine on-table angiography was
erformed to search for plug emboli. Primary patency, limb salvage and
urvival rates were reported at 6 months.
Results: In all patients, crural artery occlusion was achieved with the
TP without the use of an adjunct occlusion device. Mean volume of RTP
sed was 0.3 ml proximally and 0.25 ml distally. Mean duration of occlusion
as 14.4  4.5 min, while completion of the distal anastomosis lasted
3.4  4.3 min. Quality of occlusion was judged as excellent in eight cases
nd good in 12 cases. Residual plugs were observed in two patients and
emoved with an embolectomy catheter, before we amended the technique
or dissolution of RTP. At 6 months, primary patency rate was 75% but limb
alvage rate was 87.5%. The 30-day mortality rate was 10%.
Conclusions: This study shows that RTP is safe when properly dis-
olved and effective to occlude small calcified arteries for completion of distal
nastomosis.
Novel Reverse Thermosensitive Polymer to Achieve Temporary
traumatic Vessel Occlusion in Infra-popliteal Bypasses
ani K., Campbell A., Fitzpatrick J., Modarai B., Carrell T., Rashid H.,
ayed H. Eur J Vasc Endovasc Surg 2013;45:in press.
Objective: The study aims to assess a novel thermosensitive polymer
LeGoo®) for distal vessel control during infra-popliteal (crural/pedal)
ypass surgery in severe leg ischaemia.
Method: Retrospective analysis of all distal bypasses from October
009 to February 2012. Technical success, patency, limb salvage and
mputation-free survival rates were analysed.
Results: Fifty-four infra-popliteal bypasses using the polymer were
erformed in 46 patients. The distal anastomosis was at the anterior tibial
n  15, 28%), posterior tibial (n  12, 22%), peroneal (n  8, 15%),
ibio-peroneal trunk (n  8, 15%) and dorsalis pedis arteries (n  11, 20%).
echnical success was achieved in 51/54 (94.4%; failures: two inadequate
aemostasis, one un-dissolved polymer). In-hospital duplex of the distal
nastomosis showed a significant stenosis in two cases (4.3%). Outflow
ngioplasty was performed in three cases (two distal anastomotic, one
un-off vessel, 5.6%). The 1-year patency rate was 76.2% (standard error (SE)
.7%), limb salvage rate 79.3% (SE 6.7%). Amputation-free survival was
3.5% at 30 days (SE 3.6%) and 67.5% at 1 year (SE 7.5%).
Conclusion: This thermosensitive polymer is a potentially safe and
seful atraumatic device to achieve a blood-less distal anastomotic field in
nfra-popliteal bypasses. The technique avoids other potentially traumatic
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January 2013286 Abstractsmethods of vessel control, which may be particularly important in patients
with calcified distal vessels.
Cost-effectiveness of Vascular Access forHaemodialysis: Arteriovenous
Fistulas Versus Arteriovenous Grafts
Leermakers J.J.P.M., Bode A.S., Vaidya A., van der Sande F.M., Evers
S.M.A.A., Tordoir J.H.M. Eur J Vasc Endovasc Surg 2013;45:in press.
Background: The use of an arteriovenous fistula (AVF) for haemodi-
alysis treatment may be associated with a high early failure rate, but usually
good long-term patency, while using an arteriovenous graft (AVG) yields a
lower early failure rate with worse long-term patency. The aim of this study
was to calculate and compare the costs and outcome of AVF and AVG
surgery in terms of early and long-term patencies.
rMethods: A decision tree and a Markov model were constructed to
alculate costs and performance of AVFs and AVGs. The model was popu-
ated with a retrospective cohort of HD patients receiving their first VA. The
utcomes were determined probabilistically with a 5-year follow-up.
Results: AVFs were usable for a mean (95% CI) of 28.5 months
24.6–32.5 months), while AVGs showed a patency of 25.5 months (20.0–
1.2 months). The use of AVFs was the dominant type of VA and €631
ould be saved per patient/per month patency compared to AVG use.
egardless of the willingness to pay, the use of AVFs yielded a higher
robability of being cost-effective compared to AVGs.
Conclusions: AVFs are more cost-effective than AVGs. Nonetheless,
arly failure rates significantly influence AVF performance and initiatives to
educe early failure can improve its cost-effectiveness.
